A 54-year-old man with a history of nasopharyngeal cancer (NPC) and buccal cancer presented with a 3-month history of progressive ascending weakness and numbness of the lower limbs.
A 54-year-old man with a history of nasopharyngeal cancer (NPC) and buccal cancer presented with a 3-month history of progressive ascending weakness and numbness of the lower limbs.
Six months prior to admission he had shingles over the right C4 dermatome, which improved after oral acyclovir use. The patient reported onset of symmetrical numbness in the feet and urinary difficulty 3 months prior to admission. Two months prior to admission, the numbness ascended to the mid-thigh area, and paraparesis developed. One month prior to admission, the patient became wheelchair-bound, constipated and reported that the numbness had ascended to below the T6 level.
Neurological examination revealed spastic paraplegia; bilateral extensor plantar response; and hypoesthesia to light touch, pinprick, temperature, and vibration below the T6 level. There was no percussion tenderness over the spinous processes anywhere along the spine.
We suspected his myelopathy to be an intramedullary lesion, and zoster thoracic transverse myelitis was our initial tentative diagnosis [1] . However, MRI revealed a large retroperitoneal tumor (arrowheads) invading the vertebral body (*) and intrathecal space (arrows) (Figs. 1 & 2). There was no compression fracture in the vertebral body being invaded, which may explain no percussion tenderness at the spinous process. Laminectomy and tumor excision were performed emergently.
The pathology was carcinoma with diffuse staining of Epstein-Barr virus in situ hybridization, indicated metastatic NPC. He was referred for palliative radiotherapy and follow-up at a local hospital. 
